Common "quality" metrics may represent the quality of care for large populations; however, they do not adequately represent quality in individual primary care settings, especially as stand-alone indices. Using discreet threshold values to measure quality in primary care may result in physicians focusing on managing patients by the numbers at the expense of making individualized and nuanced clinical decisions. Current performance measures may be misapplied as proxies for both cost savings and quality. We posit that developing and focusing measurement on high-leverage activities will yield better clinical outcomes and potentially lower cost. As a starting point for further work in this area, we suggest the development of metrics that track identification and management of depression; management of transitions of care; care coordination; team-based care; identification and support of socially frail/isolated individuals; pharmacologic management, including optimizing medication and dealing with adherence issues; and establishment of a therapeutic environment. These processes, or others like them, will require infrastructure that may be costly and time-consuming, and measuring these processes will require thought and effort. Nevertheless, we believe developing metrics based on high-leverage activities will yield greater clinical and economic returns than relying on the metrics currently in place. (J Am Board Fam Med 2012;25:238 -244.)
as well as insurance rating programs. Mary's performance passes all criteria despite the fact that the practice has little influence on those outcomes. Meanwhile, Betty underperforms on all measures, even though she is a much more complex patient on whom the practice has expended much more effort to help her achieve the current results. Although one could argue which of these patients' data better represent her provider's care, focusing too narrowly on these data raises concerns that are far more pressing. The first of these concerns is whether physicians will become so attunedthrough incentives and report cards-to managing by the numbers that they no longer make individualized and nuanced clinical decisions.
Recent articles in the British Medical Journal 1 and Journal of the American Medical Association 2, 3 demonstrate the pitfalls of using discreet threshold values to measure quality in primary care. Although such measures have value in representing quality of care for large populations over a long period of time, they do not properly assess quality in individual primary care settings, especially as stand-alone indices. Furthermore, slight deviations from the ideal levels of these measurements are unlikely to have clinical significance. For example, it is unlikely that a blood pressure of 130/64 mm Hg results in any worse outcome than a blood pressure of 128/78 mm Hg. Furthermore, focusing too much on lowering particular measurements may not result in good long-term outcomes for patients. For instance, aggressive lowering of HbA1c and blood pressure may be doing more harm than good, at least in selected patients. 4 -6 Managing by the numbers needs to be tempered by individual patient considerations and is limited by the current state of evidence for or against specific numbers.
In addition to the concern of the behaviors of physicians managing individual patients, there is also a concern of the misapplication of these performance measures as proxies for both cost savings and quality. Many pilot patient-centered medical home projects are emphasizing intermediate clinical outcomes as quality indicators (Allyson Gottsman, Health Teamworks, personal communication). By using these measures, payers are creating an environment in which clinicians and others become captive to that which is measurable as opposed to that which is meaningful. What is measured is what gets paid for, so offices create an infrastructure to be a "high performer" on the limited set of measures rather than creating structures and processes around high leverage activities. [7] [8] [9] Although there is a current emphasis on measuring intermediate outcomes, it might serve us better if we focused on measuring high-value processes.
A Better Alternative: High-Leverage Activities
High-leverage activities may be a better focus for measuring quality. High-leverage structures and processes are those that greatly influence clinical and economic outcomes in both the short-and long-term. For example, a high-impact activity might be addressing a patient's adherence problems with her blood pressure medications and adjusting therapy to overcome these issues. 10 Meanwhile, a low-leverage activity (which coincidentally is a "high performer" activity according to many metrics) is having practice staff call ophthalmologists' offices to obtain eye examination reports to be able to score better on the completion of eye examinations. It is not that such low-leverage activities have no value, but staff and resources might be better allocated to high-leverage activities.
Based on our experience and supporting literature, we propose several high-leverage activities that may yield better outcomes and lower cost, and thus should be a focus for research toward the development of quality metrics. A starter set of high-leverage activities might include (1) the identification and management of depression; (2) management of transitions of care; (3) care coordination; (4) team-based care; (5) the identification and support of the socially frail/ isolated individual; (6) pharmacologic management, including optimizing medication and dealing with adherence issues; and (7) establishing a therapeutic environment.
We propose that developing measurements for these activities or other similar activities-thereby making it possible to provide incentives for them-is a worthy goal. The high-leverage activities we propose are more difficult to measure than blood pressure or eye examination reports, but, over time, focusing on them is likely to have a greater impact on health across all patients in a practice. As metrics are developed, they can be used to advance research into the effectiveness of the care processes and further refine, expand, or narrow this list of highleverage processes.
Identification and Management of Depression

Why Is It High Leverage?
Depression has been well established as a comorbidity and contributing factor to other chronic illnesses. [11] [12] [13] People with depression have more somatic complaints, which may lead to unnecessary diagnostic or treatment services. Depression, as a comorbidity to other chronic illnesses, generally doubles the cost of care while frequently worsening survival for that chronic illness. 14, 15 Infrastructure and Processes Needed Identification of depression via screening is recommended if there is an associated process to care for those who are identified. 16 Screening can be accomplished through 2 questions. 17, 18 Clinicians can use the 9-item Patient Health Questionnaire to monitor patients with depression in terms of their response to treatment. Guidelines are well established for management and treatment decisions linked to the 9-item Patient Health Questionnaire scores and trends. Psychologists, psychiatrists, and social workers can be used as part of the care team either by directly engaging the patient in treatment or by participating in team management conferences. 16, 19 Tracking systems and medication compliance monitoring systems can further enhance care and outcomes. 20 -22 At least one state has instituted depression treatment outcomes as a quality metric, demonstrating that it is possible. 23 
Management of Transitions of Care
Why Is It High Leverage? Numerous studies have shown that transitions of care represent situations at high risk for lack of continuity of care and information. 24 -26 Boult et al 27 have shown that focusing on care transition can reduce the incidence of hospitalization/rehospitalization. Patients entering or exiting an acute care facility have the most urgent needs related to care coordination. Breakdown in coordination at admission to an acute care facility can lead to unnecessary tests and procedures, medication errors, and prolonged stays. Care transition issues also occur between ambulatory care and emergency departments, between primary care and specialist care, and when patients enter and exit long-term care and mental health facilities. 28 -30 Infrastructure and Processes Needed Processes are needed to identify quickly the providers and information that are important in relation to a patient's current care. For example, emergency department personnel need effective processes for identifying the primary care physician, other relevant care providers, and important clinical data at the time of assessment. Once patients are discharged, hospitalists need processes to determine which clinicians will be providing outpatient care. Ambulatory clinicians must be informed of what happened during an admission and what requires attention after discharge. This process is supported with timely, accurate, and thorough discharge summaries but may require contact between inpatient and ambulatory providers. Primary care physicians need to be able to receive and implement a complete and timely handoff, which may include, among other things, a house call just after discharge from the hospital. Interfaces between hospitals and primary care providers through regional health information exchanges provide a technical platform for these activities but are not substitutes for good processes.
Care Coordination
Why Is It High Leverage?
Patients with multiple chronic illnesses are at high risk for fragmentation of care, which leads to missed appointments, redundant tests, adverse drug events, problems with patient adherence, and many other undesirable events. 31 Seamless, timely, and complete exchange of information among treating providers is needed. 32 Patients also need help navigating a complex maze of providers and health systems. Furthermore, there needs to be a process of outreach to patients with chronic illnesses who have remained outside the care environment. Large-scale medical home projects in North Carolina (Community Care of North Carolina) and at Geisinger Health System have utilized care coordinators extensively and have realized both cost savings and improvements in care.
33,34
Infrastructure and Processes Needed
The major technological platform is the disease registry, which ideally can identify patients at risk, both those who are receiving care and those who are not. Processes are needed to identify patients who need navigation and coordination of their care. Systems that ensure pertinent information flows with the patient will help to minimize pitfalls and errors related to poor care coordination. Dedicated, trained staff at the primary care site are needed to make use of the data, to interact with patients both on-and off-site, and to act as a conduit of information between the patients and the care staff.
Team-based Care
Why Is It High Leverage?
Team-based care is one of the centerpieces of the chronic care model described by Wagner et al. 35 The model recognizes that the physician cannot do it all and that there are patient needs that cannot be met in a physician-centric system. Health care has become increasingly complex for the patient as well as for those providing care. Organizations such as Geisinger Health System, Kaiser Permanente, and Virginia Mason Medical Center have used this model widely and have been able to demonstrate positive outcomes.
-38
Infrastructure and Processes Needed One must be able to identify patients who are most in need of team-based care. These include patients with multiple chronic illnesses who take multiple medications, who have social service needs, who have difficulty in attending appointments, and who are heavy utilizers. The composition of care teams may vary widely depending on local resources available. Some practices have created virtual care teams by closely aligning their practices with organizations in their local community, such as social service organizations and pharmacies. Among the most common members of team-based care are nurses, nurse practitioners, pharmacists, social workers, and psychologists. Team-based care requires a coordinated process of team interaction, beginning with identification of patients in need and including a longitudinal process of care planning and outcomes tracking.
Identification of the Socially Frail Individual
Why Is It High Leverage? Attributes such as social isolation and low selfesteem are important predictors of poor clinical outcomes in adolescents, pregnant women, elderly patients, and people with multiple chronic illnesses. 36, 37 Although low self-esteem and social isolation may be important predictors of and coexist with depression, they also exist independently. The socially frail individual can be easily identified and tracked. 39 There is evidence that timely lowcost intervention strategies can move these patients to a more normalized risk profile. 40, 41 Infrastructure and Processes Needed A system to identify patients at risk can be implemented using virtually any member of the care team. Only a few questions are usually necessary. Once identified, processes are needed for regular outreach to these socially frail individuals, as well as linkage to community social service resources, mental health services, paraprofessionals, lay volunteers, and patients' existing social support networks. When the patient is in the primary care office, there needs to be a process of reassessment of the patient's social frailty index as well as care for any underlying mental health conditions.
Pharmacologic Management
Why Is It High Leverage? Many conditions that in the past were treated surgically or not at all are now treated with medication. Medication adherence is causally related to better outcomes and lower health care costs, 42 yet the increased use of medications has caused increased adverse drug events, drug-drug interactions, affordability issues, nonadherence, and patient confusion about how to properly take medications. The World Health Organization predicts that improvements in medication adherence will have a far greater effect on the health of populations than improvements in specific medical treatments. 10 Several health systems have employed systematic processes to address pharmacologic management. Geisinger Health System and Group Health Cooperative have made adherence a priority and address the issue through multidimensional approaches. 43 Some systems use onsite consulting pharmacists. 36, 37 Infrastructure and Processes Needed Electronic systems can be utilized to identify drugdrug and drug-disease interactions as well as to link to the insurance companies' formularies to save the patient money. Systems can be implemented using community-wide data or via clearinghouses to identify all medications prescribed to the patient regardless of the prescriber or the pharmacy. Sys-tems are also available to detect medication persistence concerns. Linkage to low-or no-cost medications for patients can be essential for certain populations. Primary care medication reconciliation, including having a team member review with the patient their medications, what they are for, how to take them, and potential side effects, often improves the effectiveness of medications prescribed. 36, 37 Pharmacists can be a member of the team either onsite or as a remote consultant. 36, 37, 43 
Establishment of the Therapeutic Environment
Why Is It High Leverage?
The importance of the therapeutic relationship goes back well beyond the advent of modern medicine and transcends traditional Western medicine. Despite the technological advances and the increased numbers of people who now participate in a patient's care, patients still value a friendly care team that knows them, as well as a clinician who takes the time to listen to and understand them as individuals. 44 The duration of the relationship with a practitioner and the frequency with which a patient sees an individual practitioner has a direct correlation with positive outcomes. 45, 46 Infrastructure and Processes Needed Maintaining a therapeutic relationship should be a central component of the medical home even as practices morph into larger organizations and have more team members involved in a patient's care. Systems need to make large organizations seem small to the patient, with a consistent care team, from receptionist to physician. Team-based care does not mean that members of the team are interchangeable or that we should not foster longitudinal relationships, especially between the patient and the physician. Good charting and good communication among providers are no substitute for a longitudinal relationship in fostering a therapeutic environment.
Implications of High-Leverage Activities in the Development of the Patient-Centered Medical Home Infrastructure
Few traditional practices and only slightly more National Committee for Quality Assurance-recognized patient-centered practices have implemented the infrastructure and processes described in this article. Few provider organizations have all these processes in place and working well. Most of these activities are costly and can be time consuming to build. Furthermore, the incentives given to practices are not to build these processes and infrastructures but to attain good scores on a limited set of outcome indicators. Insurance companies are hoping for A (lower costs and better outcomes) but are providing incentives for B (tracking down eye examination reports). 47 We can continue on our current path. If so, provider organizations will be prey to cherry picking (Mary Smith) and lemon dropping (Betty Jones), and we will spend a lot of energy with limited gains. 48 On the other hand, we can learn from the successes of organizations that have implemented high-leverage processes and build the necessary infrastructure, processes, and metrics to incent these behaviors. As we measure, refine, and improve these processes we may achieve clinical and economic outcomes that currently can only be dreamed of.
